-
DEPARTMENT OF COMMERCE MISSOURI] STATE BOARD OF HEALTH 4 2 4 8 ;)

BUREAU OF THE CENBUS .
HIEY JiN 21 1_94% STANDARD CERTIFICATE OF DEATH Stats Fils No

Registration District No, Primary Registration District No_@__z_ Registrar’s No ﬁ‘

1. PLACE OF DEATH: Ma rion 2. USUAL RESIDENCE OF DECEASED: y7;
; W

{a} County. .

@) City or town RUFEL 77 % iras i @ state.. M1SSOUrL () County. Marion

{1f outside city or town limits, writs “RURAL" and pame nf townahip)

Nt

WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

N.B.—Every item of information should be carefully szpplied. AGE should be stated EXACTLY., PHYSICIANS should state
CAUSE OF DEATH It plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very important.

(¢} Name of hospital or institution: (& City or town Rural
{If outaide city or town limits, write “RURAL")
(If not in heapital or institution, write street number or location)
{d) Length of stay: In hospita! or institution (d) Street No. .
18 years [ (Comlly whatder (I el give tocation) .
In this community. 43
years, tunoths or days) (¢} Ifforeign born, howlongin V). 8. A1......... t e Y QATE,
ICAL CERTIFICATION
3. (a) PRINT Joseph Myers MEDICH
FULL NAME Jan 12

2. @) I vet 3 Social Secarl 20. DATE OF DEATH: Month 3 L4 day. 30

. veteran, . (¢} Social Security year 1942 hour. N M.

name war. No. ps
0 21. T hereby certify that I attended the dece rnm..jM.-L&T
B. Color or 6. (a) Single, widowed, married, i o™ A 19 20 T
Male [~ " Thit fHdoreq

4. Sex divorced._._...._......._.. - that I last aaw h___!':b__&liva on. . 19-——-}

6. (b} Narge of husbagd or mife : 6. {¢) Age of husband or wife if || and that death oceurred on tzdnt ﬁ mted ab
Durali
lﬁ i 1 Za‘be ‘Efl iﬂyer 8 Immedinte cause of den m et o b

[ JEN— yogn.!n
7. Birth date of d d vec. 1%7 18T
(Month) (Day) (Year) o N R .
ey X, 1
8. AGE: Years Months Days 1! less than one day Due tnm.MA)\ \\x"""‘"‘“—‘
'78 0 25 hr, min
r Due to
6. Birthglace ennsylvania ] N
(Elg F'mniunmnts) (State or forelgn country) }
. Other conditi .
10. Usual occupation g (l::l::l m:g:::n:y within 3 marthe of death) /‘* ,\ —ee——
I1. Industry or businem ‘) PHYSICIAN
E . Name Charles C. Hyers s |{ Mejor Budings: > i
& Germany & ’ the canse £o
ﬁ 18, Birthplace . which death
% (14, Matden mame___ > KOS IV Pingefunc trsmemmin) | otautopey hoold be
. tistically.
Germany G-
g { 16. Birthplnce (Clity, town, or qounky, (Stata or foralgn 3 y) 22, If death was due to external causes, fill in the following:
16. {a) Informsnt’s own signat (a) Accident, suicide, or homicide (speclfy)
® Addrm %mera s V0.~ s (b) Date of occurrence
?
17. {a) urial (5} Date thereof. lf 15/ 4 € Where did injuy oesur {City or town) ! uaty) (Btate
- (B“’h'- cremation, ar remaval) (Moath) {Day} (Year) ]| (d) Did injury oceur In or about home, on fa.rm. {n ind place, In publie ?
, % g (&) Place: burial or cremation P%;Lmyra. Lio.
2 5 : 18. (o) Sigpature of funeral difector.
4 (8 jdress Pa ) Mo
! E 19. (a) )/7140 Trangond e di |
’ ( ur-uiradhuln:hun lafos, (Mesistrfh dgpatare)

’ _/ 4 . _5 v M {Licensed Embalmer's Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

Registered Apprentice No

working under my personal supervision. %‘A
Signed ‘ i

Licensed Embalmeg No 2 3 ’(4’

P. O. Address Py gt LAY~ 2‘0

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. &ai.lurc to comply with
the above constitutes grounds for revocation of license.}

If this body is not embalmed, shove space should be left blank.




